Sound Mental Health

MRN: |

AUTHORIZATION to REQUEST, SHARE OR RELEASE HEALTHCARE INFORMATION

Client Name: (F,M,L) AKA:
Date of Birth: SSN:
Address:

City/State/Zip Code:

| Phone Number(s):

Information to be shared or released by:

Information to be shared or released to:

Name:

Name:

Organization:

Organization:

[J SMH - Indicate contact/address information in next section.

O SMH — Indicate contact/address information in next section.

Address: Address:
City/State/Zip: City/State/Zip:
Phone: Phone:
O O
505 29" Street SE 4240 Auburn Way North 4238 Auburn Way North 14216 NE 21° Street 6100 Southcenter Blvd., Suite 200

Auburn, WA 98002
253-876-7650
Fax: 253-876-7651

Auburn, WA 98002
253-876-8900
Fax: 253-876-8980

Auburn, WA 98002
253-876-7600
Fax: 253-876-8980

Bellevue, WA 98007
425-653-4900
Fax: 425-653-4939

Tukwila, WA 98188
206-444-7800

Fax: 206-444-7890

14270 NE 21* Street

Bellevue, WA 98007
425-853-5000

Fax: 206-726-5790

16225 NE 87""St.,Suite A-6

Redmond, WA 98052
425-869-4960
Fax: 206-726-5790

O
11629 Avondale Road
Redmond, WA 98052
425-853-5070
Fax: 206-726-5790

8705 166" Ave NE
Redmond, WA 98052
425-369-6634

Fax: 206-726-5790

1600 East Olive Street
Seattle, WA 98122
206-302-2200

122 16" Ave E
Seattle, WA 98112
206-302-2700

9706 4™ Ave NE, Suite 303
Seattle, WA 98115
206-302-2900

2719 East Madison, Suite 200

Seattle, WA 98112
206-302-2600

Fax: 206-302-2210 Fax: 206-302-2750 Fax: 206-726-5769

L] This is a 90 day authorization to request or disclose healthcare information.
OR

[ This authorization allows mutual exchange of information between the entities listed above in order to provide
and/or coordinate care until 30 days after discharge from this episode of care, unless revoked by the client.
The person or organization listed above is:
[] Emergency/ Family Contact [ Care Provider
[] Care Coordinator [J CsO

The purpose of the request/ disclosure is:

[J Case Worker
[] School-Based Care Contact

O Care Coordination [ Referral [] Disability Confirmation [] Legal  [J Other (specify)
Specific information to be disclosed:
[] Status Report [] Recent Treatment/Progress Notes [ Other:

[0 Information to Coordinate Care
] Initial Assessment
[C] Psychiatric Evaluation

[J Discharge Summary

[J Medication Information

[ Physical Health Information
[] Psychological Evaluation ] School Records/ IEP

[ Treatment Plan [0 CD Assessment

If information is requested for specific dates, please note dates:

I understand that my healthcare information/record centains information about my treatment and services | receive through a variety of programs
offered at SMH. This may include information about my mental health, alcohol and drug dependence, STDs and HIV / AIDS status and other specific
areas (i.e., domestic violence) as it applies to my treatment and recovery program. | also understand that my records and healthcare information are
protected under both Federal and State laws and cannot be disclosed or re-disclosed without my consent unless otherwise provided by law.

| understand that one of the federal privacy laws, the Health Insurance Portabilily and Accountability Act (HIPAA), has limited applicability and protects
the disclosure of information by and between healthcare providers, health information clearinghouses and health plans/health insurers. HIPAA does
not protect the disclosure and possible re-disclosure of personal health information to individuals or organizations not covered by HIPAA. However,
other federal and state laws do apply and will continue to protect my personal heaith information.

This authorization to release or disclose information expires in 90 days unless it is an agreement to share information during this episode of care. My

treatment at SMH is not conditioned on signing this authorization. This agreement to request, release or share information may be revoked by me, in

writing, at any time. The revocation will not have any effect on actions taken before the revocation is received by SMH. There may be charges
associated with the release of healthcare information. These charges will not exceed the amounts allowable under State law.

Client Signature: Date: / /
If Appropriate-
Parent/Guardian Signature: Date: / /

Relationship to Client. [] Parent [] Guardian-Appointed

[ Guardian-Healthcare Power of Attomey
[] Guardian-Other Specify:

References: RCW 70.02, RCW 70.24, RCW 71.05, 42 CFR Part 2, HIPAA Revised: 02-20-2013
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Sound Mental Health ~ MRN: |
AUTHORI_Z:\TION to REQUEST, SHARE OR RELEASE HEALTHCARE INFORMATION
Cllent Name: (F,M,L) AKA:
{ Date of Blrth: 8SN:
Addrens: '
City/Stata/ZIp Code: . | Phone Number(s):
Informetlon to be shared or releaged hy: Information to be shared or releaged to:
Nemae; T Neme: .
Ormm%cmm%m Al Offie, Organization: H%gmu Mol Heactin Copt |
SMH — Indlcate etntact/addreds Informatlon In next seclion. 8MH - Indicatg"contact/address Infarmation In next section,
| Address: . JSFCf-i Address:
Clty/State/Zi gLnY Clty/State/ZIp:
Phane: - - 4000 . Phone: 20 —{"777
305 20" Straat 9E 4240 Auburn Way North 4238 Auburn Way North 14216 NB 21" Sirant 6100 Southesntar Blvd:, Sulte 200
Auburn, WA 08002 | Auburn, WA 98002 Aubtrn, WA 98002 Bellavua, WA 98007 | Tukwlie, WA Ba1sa
252.876.7430 262-876-8200 253-076-7600 A26.953-4000 208-444.7800
'Fax: 283-876-7841 Fax: 263-876-8080 Fax: 253:876-8080 Fax: 425-353-4030 Fax: 208-444.7800
D .
14270 NE 24" Straat |:1|¢m NE B7"8t.3ulte A-8 | 11820 Avondale Road Ellnoa 186" Ave NE
Bellavue, WA 08007 Radmond, WA 88052 - Radrmond, WA 08082 Redmond, WA 98052
426-863-2000 420-869-4080 423.853.3070 425-080-8634
Fox; 208-720-8780 I:|I=m:: 206-726-8700 E|]=ax: 208-720-8700 I:l;an: 208-726.5790
7600 East Olive Streat | 122 16" Ava 8708 4™ Ava NE, Bulte 203 | 2719 East Madleon, Sulte 200
Seattlo, WA 98122 Saeltle, WA 90112 Senttls, WA 08115 Bealtlo, WA 98112
2063022200 208-302.2700 206-302-2000 208-302-2000
Fax: 208-302-2210 Fani 208-302-2780 Fax: 208-720-5780

L] This Is & 80 day suthorization to request or disclase healthcare Information,
OR

¢ This authorization allows mutual exchange of information between tha entitlss listed above In order to provide
and/or coordinate care untll 30 days after discharge from this episode of care, unless revoked by the cllent,

Ti I organizal, d above is:
Emergency/ Family Contact [ Care Pravider- (] Cass Worker
Care Coordinator CsO ] Schaol-Based Cara Contact
The purpose of the request / disclosure Is:
Referra [ Disabllity Confirmation ﬁ Legal  [J Other (spacify)

71 Care Coordination

a

Recent Treatment/Prograse Notes ] Other:
], Dlacharge Summary

Z] Madication Infarmallon

1 Physical Health informatton
Paychologlea) Evatuation School Records/ |IEP

] Treatment Plan CD Asasesment

If Information Is requesated for specific dates, please note dates:

Status Report
&"Informatlon to Coordinate Care
4 Inlial Aseesemant
A4 Psychlatric Evaluation

I understand that my heatthoare information/record cantalns Information about my treatmant end services | recelve through a varlety of programs
offered al SMH. This may Include Informatlon about my menta| health, alcohol and drug dependence, 8TDa and HIV / AIDS stalus and other apecific
ares (l.e., domestic violence) as it applies lo my treatment and recovery program. | slgo understand that my recorde and healthcare Informalion are
pratected under both Federel and State laws and cannol be disciosed or re-discloaed without my consent uniess otherwlza provided by lew.

| undarstand thet one of the federal privacy lawa, the Health Insurance Portabllity snd Accountabllity Act (HIPAA), has limited epplicabllity and protacts
the disclosure of Information by and betwaen heslthcare providers, health information clearinghousas and health plans/health insurers. HIPAA does
not protact the disclosure and possible re-dlaclosure of parsonel heallh Information to individuals or organizatione not coverad by HIPAA, Howsver,
other federal end state laws do apply and will continue to protect my personal haalth Information.

This guthorzation lo relesse or discioge Information explres In 90 deys unlasa It (s an agreemant to share formation during this eplsode of care. My
treatment at SMH la not conditlanad on algning (hls authorization. This agreement to requeat, release or share Informatian may be revoked by me, In
wriling, el any time. The revocation will not have any effect on actions taken before the revocation Is recelved by SMH, There may ba charges
ggsociated with the releaae of healthcare Informallon, Thewse charges will not exceed the amounta allowable under State law. -

Client Signature: : Date: / /
It Appropriate- ,
Parent/Guardian Signature: : : Date: / /
Relatlonship ta Clant. Parent [] Quardian-Appainted [ Guardlan-Hesithcare Power of Attomey

Quardlan-Other Spsclfy: .
71.00, 42 CFR Part 2, HIPAA ~ Raviaad: 02-20-2013
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Sound Mental Health MRN: | |
‘ AUTHORIZATION to REQUEST, SHARE OR RELLEASE HEALTHCARE INFORMATION
Cliant Name: (F,M,L) AKA;
Date of Birth: SSN:
Addrags: _
Clty/8tata/Zlp Caoda: { Phona Numbar{e):
' Information to be shared or released by: informetlon to be shared or released to:
Name: Name: i ;
| [oranzation MK C_ACA Defense u'mm%mmﬂm@uﬂ:
: (] SMH — Indleate cantact/addrass Information In next esetlon. 8MH — Indlcate*tontact/address Information In next section.
’ p Addreas: '_!ﬁfrgl Ave. A5 0
Clty/State/Zlp: 104
Phone: 20 ~ [
O ] |
805 20" Streat SE 4240 Auburn Way North 4238 Auburn Way North 14218 NE 21" Bireot |. 8100 outhcenier Bivd., Sulte 200
Auburn, WA D80D2 Auburn, WA 98002 Auburn, WA 98002 Rellevus, WA 98007 Tukwila, WA 08188
259.878.7850 283-870-8000 253.876-7800 425-663.4900 208-444-7800
Fax: 283-878-7881 Fax! 253-876-8260 Fax: 253-878-8080 Fax: 425-863-4930 Fax: 206-444-7800
| | [mi] Ll :
14270 NE 21* Street 18228 NE 87"'8t.,9ulte A8 | 11620 Avondala Road 4708 188" Ava NE
Bellsvua, WA 98007 Radmond, WA 08052 Redmond, WA 08062 Redmond, WA QBOE2
428-883-6000 425-800-4060 420-003-8070 425-860-8034
EFIax: 200-728-8790 Fax: 200:728-8780 Ellvau: 208-728-5780 Pax: 208-728.3780
1000 Eaet Olive Strast [ 122 16" Ave E 9700 4™ Ava NE, Bulta 203 | 2719 Eaat Madiaon, 8uite 200
Sastlle, WA 98122 Saattle, WA 98112 Soaltle, WA 98115 Soatlle, WA 88112
200-302-2200 208-302-2700 200.302-2900 208.302:2600
Fax: 208.202.2210 Pax: 208-202-2780 Fax: 208-720-8760

L] This is a 90 day authorization to request or disclose healthcare information,

a4 This authorization allows mutual exchange of information befween the entltles listed above In order to provide
and/or coordinate care untll 30 dayas afier discharge from this episode of care, unless revoked by the client.
i r organization listed above is; :
[ Emergency/ Famlly Contact (I Care Provider [ Case Worker
Cara Coordinator CSO ' School-Basad Care Contact

The purpose of the request / disclosure Is:
7] Care Coordination [ Referral [ Disablity Confirmatlon I;(Lagal O Other (apecify)

4 Recant Traatment/Prograge Notes [ Other!
rd’ Dlacharge Summary
Medlcation Information

| Physical Health Information
Peychologlcal Evaluation School Recards/ [EP

§ Treatmant Plan CD Assessment

Information Is requested for speclfic dates, please nole dates:

aport
7 Informatlon o Coordinate Cara
Initlal Aesesement -
Paychlatrlo Evaluation

| understand that my healthoare informatian/record cantalns Information about my treatment end ssrvices | recelva through a varlety of programe
offered at SMH. Thls may include Infarmation about my mental heelth, alcohol end drug dependenca, STDs and HIV / AIDS alalus and other specifio
areaa (J.e., domestic vialenca) ee It applles to my lrealment and recovery program. | also undaerelend (hal my recorda and healihcera Informalion are
protected under both Federal and State laws and cannot be discloned or re-dlaclosed wilhout my conaent unless atherwise providad by law,

| undersland thet one of the federal privacy laws, the Heellh Insuranca Porteblilty end Accountability Act (HIPAA), has limiled epplicability and protects
the disclosure.of Information by and between healthcare providers, haalth Information clearinghouses and healih plans/health Insurere. HIPAA dows
not profeot the disclosure and posslble re-dlaclogure of persanal heallh Informatlon (o Indlviduels or organizallons not covered by HIPAA. However,
ather federal and slate laws do apply and will conilnue to protect my peraonal health Information. ‘

This authorizetion to release or diaclose Informetion expires In 80 days unleeq It Ia en agreement to ahare Information during thie eplaade of care, My
reaiment at SMH Is not canditioned on aigning this authorizalion. This agreemant to request, release or ahere Information may be revoked by me, In
wrlling, at any time. The revocallon will not have any effect on sctions taken before the revacation Is recelved by SMH, There may ba chargee
aggocieled with the release of healthcare Informallon. These charges will not exceed the amounts allowable under State lew. -

Cllent Signature: ; Date; / /
it Appropriata- .
Parent/Guardian Slgnature: Date; A /

Relationship to Cltent; [J] Parent  [] Quardlan-Appointed [ Guardian-Healthcare Power of Attomeay
Guardlan«Other_Specily: _
References; RCW 70,02, RCW 70,24, RCW 71.06, 42 CFR Part 2, HIPAA Revlaad; 02-20-2013




02/20/2015 FRI 13:39 FAX o03/003

Sound Mantal Heaith MRN: | |
AUTHORIZATION to REQUEST, SHARE OR RELEASE HEALTHCARE INFORMATION

Fmx: 208-728-5790

Fax: 200-728-8700

Fax: 208-7208-8700

1800 East Ollve Streat

m|
122 16" Ave E

Payx: 208.728-5780

Cllant Neme: (F,M,L) AKA:
Data of Blrth: 88N:
Address; =
Clty/State/ZIp Code: | Phone Number(a):
l Information to be sharad or released by: Information to be shared or released to:
i Name: . . Namse:
i Organization: | % of QIJ blic. DetenSe Qrganlzatian: N
: SMH — Indlcate contact/addrees Infarmation in next saction, SMH - Indicate@ontact/addreas Informatlon In next sectlon,
' Address: A | = Addrass: -
City/State/Zlp: r 9504 Clty/State/Zlp: Hle . /2]
Phone: Z.0(= 2.9~ 1l Phone: ~4 7
808 29" Sirast 9E 4240 Auburn Way North 4228 Auburn Way North 14218 NE 21" Strast | 6100 Southaanter Bivd,, Suite 200
Auburn, WA 08002 | Auburn, WA 98002 Auburn, WA 08002 Ballovus, WA 88007 Tukwlla, WA 28138
253-878-7080 253-870-8000 253-879-7600 425-652-4000 208-444-7800
Fax; 293-0878.7681 Fax: 281-870-6080 Fax; 282.576-8040 Fax: 428-653:4038 Fax: 208-444-7800
. m] 16| :
14270 NE 21 Qtroot 10229 NE 87"81,8ulte A6 | 11620 Avondala Road 870E 188" Ava NE
Bellevue, WA 98007 Radmond, WA 08052 Redmond, WA 008062 Redmond, WA 08052
424-643-5000 428-8a0-4040 424.683-8070 426-860-0034

0708 4™ Ava NE, Sulte 303 | 2710 East Madison, Sulte 200
Seattle, WA 08122 Seattlo, WA 98112 Soaltle, WA 08116 Sonaitle, WA 08112
208-302.2200 208-302-2700 206.302-2000 208.102-2600

Fax: 208-302-2210 Fax: 208-302-2780 Fax: 208-728-8788

(I This is a 90 day authorizatlon to raqueét or disclose heaithcare information.

'[2’?“2‘5 authorization allows mutual exchanga of Information between the entitles listed above in order 16 provide

and/or coordinate care until 30 days after discharge from this eplsode of care, uniess revoked by the cllent.
T v ? '
[ Emergency/ Family Contact [ Care Provider [ Case Worker ;

are Coordinator CSO [2] School-Based Care Contact

Tha purpose of the request / disclosure Is:

Care Coardination {1 Referral [ Disabliity Confirmation WLegal (7] Othar (spacify)
], Recent Treatment/Progrese Notes [ Other:
A Discharge Summary
] Madication Infarmatian
L} Phyalcal Health information
Psychological Evaluation [ 8chool Records! IEP
Treatment Plan CD Assessment

| if informatlon Is requested for specific dates, please note dates:;

1 8tatus Report
Information to Coordinate Care
Initial Assesament

gychlatric Evaluation

| undarstand that my healthoare Information/record containa Information about my treatment and eervices | recelve through a verlety of programs
offered et SMH, This mey Includa Information sbout my mentel heaith, alcohal and drug depandence, 8TDa and HIV / AIDS status and other specific
areas (l.o., domeatlc violence) as It applies to my trealment and recovery program. | elso underslend that my records and heallhcare Information are
protected under both Federal and Stete laws end cennot be dleclosed or re-dlsclosed without my consent unless otherwlse provided by law

| underetand that ona of the federal privacy laws, the Heedth Ineurance Portabllity and Accountability Act (HIPAA), has limited applicebliity and protects
the disclosure of Information by and betwaen healthcara providers, health Information clearinghouses and heallh plane/neaith Insurers. HIPAA does
not protact the discloeure and poselble re-discioaure of parsenal heaith tnformetion to Individugls or organizellone not coverad by HIPAA, Howaver,
other federal and stalo laws do apply and will conlinus lo prolect my personal heslih informatian,

This suthorization lo releese or dlscloas Information explres In 80 days unleas It s an agresment to shera information during this eplsode of cars, My
treatment at SMH (s not condltfoned on algnlng this authorlzallon. This agresment to requesl, releesa or share Informallon may be ravoked by me, In
wilting, at any Ume. The ravocation will nol have any effeot on actions taken before the revacation s recelved by SMH. Thera may be chargsa
assoclated with the release of healthcare Information. Theaa chargas will not excead the amounts allowabla under State law, £

Data: / /

Client Signature:
If Approptiate-
Parent/Guardian Slgnature:
Relationship to Gliant: [} Parent [ Guardian-Appointad
: ] Guardian-Othar Spacify:
Raferances: ARGV 70.02, RCW 70.24, RCW 71,03, 42 CFR Pan 2, HIPAA

Date: / /
[7] Guardian-Healihcara Power of Attamay

Ravised: §2-20-2073




AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
JAIL HEALTH SERVICES
Public Health is not obligated to honor this request unless all portions are completed.

The undersigned authorizes:
[} Outside Agency (give complete name & address) or [ Jail Health Records

To release the records of:
Client Name Alias (Optional)

Client Phone # Date of Birth
Records will be released to:

Person & Institution Affiliation

Street Address City/State/Zip

Phone Number Fax Number (Optional)

Date(s) of services requested:

(If no date given: the last incarceration information will be released)

For the purpose of: [Imedical/dental [ legal [J personal [ other (describe)

Please verify what you are requesting:

O Release Medical Health Records

[JOther Public Health Medical Records, specify:
[IVerbal Information Exchange:

1 understand that my records may contain information regarding the testing, diagnosis, and/or treatment of HIV
(AIDS Virus), positive sexually transmitted diseases, drug and/or alcohol abuse, mental iliness or psychiatric treatment.

When checked, this authorization Excludes release of the following information:
DDrug or alcohol abuse diagnosis or treatment O Hiv (AIDS) testing/treatment
I Confirmed STD test results and/or treatment [J Psychiatric

This authorization expires (insert date or event, invalid if left blank)
Is the receiver an employer or financial institution? (If yes, this will expire in 90 days) [IYes LINo

Client/Guardian Signature Date

Relationship to Patient

Interpreter Date
Your rights under federal and state law
You have the right to receive your response to this request within 15 business days. You may revoke this authorization at any time by sending
a written revocation. If Public Health has acted on this authorization before receipt of your revocation, we cannot be held liable. Public Health
may not refuse treatment to you or the person under your guardianship if you do not sign this form. You are entitled to a copy of this form.
When Public Health discloses this information, it can be subject to re-disclosure by the recipient and is no longer protected by Public Health.

AUTHORIZATION: USE AND DISCLOSURE OF PROTECTED KEALTHINFORMATION - JAIL HEAL TH SERVICES
Public Health | : =

Seartle & King County

Jall Health Services Jail Health Services

500 Fifth Avenue G20 W James 5

Seatrle, WA 98104 Kent, WA 98032

Phone: 206-296-091 Phone: 206-205-2410

Fax 206~ 2961771 Fax:  206-205-2439

Form #: PH-1065 E - Uvelyde (Rev, 510} Pane 1 of t i

PO 1-15-05-022 Distribution:  White - Health Records




